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A Case of Endobronchial Lipoma causing middle lobe syndrome
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Although lipomas are common benign tumors in humans, endobronchial lipomas are quitely rare.
Up to date, about 60 cases have been reported in the English literature.

But endobronchial lipomas causing middle lobe syndrome were only 4 cases. These benign
slow-growing tumors generally occur in the proximal portion of the lobar or segmental bronchi
and originate from fatty tissue that is normally present in the bronchial tree.

Smoking or chronic inflammation may be important in the pathogenesis of these tumors.
Bronchoscopy is the definite diagnostic tool but, in general, open thoracotomy is required for
diagnosis and treatment. ’

Here, we present a case of endobronchial lipoma, with a review of the literature.
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Fig. 1. Chest PA and Chest right lateral Chest PA shows ill defined ,increased haziness on right paracardiac
area, Right lateral chest shows atelectasis of right middle lobe.

- 192 -



" 3.1%), Hb 119gm/dl, Het 36.1%21%05 k7iA}t
yl d@gAsiebd b Adeldnk Age] bt
wub Al M FE AL WG ARs BE S4de]d]
ch. #7]e JAF A Holaze] gtk

HEAMM ZAL & R X-AarEd A7 &
st Tk o] A 75 Wi (paraca-
rdiac drca)oﬂii woly §-2 2
o] HchFig. . 4 AdshdFTHYY ZA7
gesin B 399 FH7 5 % 1HA
A2l deelld 7184 LR TEFH B
c}(Fig. 2).

Fig. 2. Bronchoscopic  finding of  endobronchial

lipoma.
Right intermedius bronchus was partially
obstructed with polypoid mass, which was
soft in consistency and had yellow colored
surface.
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Fig. 3. Chest CT shows well defined, low density
mass on ant wall of intermedius bronchus,
near bifurcation of RML and RLL : arrow.

9 4 osksl dals
: 2 2rd Ads Bl
3 &S] 5ue AR U3kE welwA FAS
A glgivh # whdad ETel] FAelA] B2
o2& H|FAY WL Helt: THPHY T2 F
(373 L3em)7t 59 =4 9l
ot Fu9 @A Fgol &3 glo] wdt
#uto] F4&}A 5% cHFig 4).

: 10

(E

Fig. 4. Surgical finding of endobronchial lipoma.

The round polypoid endobronchial lipoma is
located in the middle lobar bronchus The
cut surface is yellow homogenous and soft

L amow.,



NEN A PoATG £ FE G
Me4 HoE B AR A AT FRoE
o104 YRH, FAY ] F2HOE A
me B P27 BEIAG APFE 93 Y
£ 718A uis Ags BAzAE By 9%
ALY B&s AR At EAATkEg. 3).

o Y AR QD 9UA FEE APLRS
2 39 % 39 24D 849 FAE Fohze
5§93 glol HaAsgck

e

o P

Fig. 5. Microscopic finding of endobronchial lipoma

The well demarcated submucosal lipoma is
composed of fat tissue and covered by
bronchial mucosa. Salivary type submucosal
glands are focally present inside the mass
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